
redefining /standards 


Employee Benefits - Hospitalisation & Surgical Claim Form 


This form is applicable to both Inpatient and Outpatient surgical claims 

No reimbursement for claims submitted after 90 days from the date of consultation, • SPJj-l'fEffi'fSTSSflit ° 


Part 1 - To Be Completed by the Patient 

Provide the meal breakdown record. 

IHtttffiffHftEtt 

Name of Employer Dept gPFKIf applicable jinjiffl) 

: Vocational Training Council 

Name of the Patient 
: 

Name of Employee : 

(For Group Insurance Policy only) 

Patient’s Occupation : 

Policy No ffiHijtfli : 05224801GH 

Patient’s HKID Card No Js# jHftlffitfli : 

Certificate No. (SPIsliiStl : 

Date of Birth 0 10 : 

Relationship with Employee Js#|SUiM IS# : □ Spouse |£g □ Child 


1) Have you had any prior treatment for this or related conditions? □ Yes, please provide following information □ No 

ffiTSSafSHlB)— ? n ■ lUffttUTSS 


Doctor’s Name H : 


Date(s) 010 : 


Address iftijh : 


2) Are you making any other insurance claim as a result of this hospitalisation/surgery? Q n 0 Q yes g 

(Please provide claims settlement advice from other insurer, if applicable) 

Name of Insurance Company fSPIzfi pJ^fS : Policy No ■fSHsMI : 

□ Return original receipt after claim processing, if yes, please r V j the box and attach with a copy of this Claim Form and Receipts / Documents (Please note: Original 
receipts will not be returned if the claim was fully reimbursed unless return original receipt is requested for other purpose, please state the reason) 

inssiaBaiMiE* > r ^j « - <«&« = &n$ite»£»!g« ■ jEWiaw^aaig ° 

’ ansi^l^S) 


3) Was the hospitalisation/surgery a result of an accident? 

□ no^s □ Yes® 

Date 0tj] : Time B#HfI : Place : 

Brief Description : 


PERSONAL INFORMATION COLLECTION STATEMENT IftlMS AXflWM 

AXA China Region Insurance Company Limited (referred to hereinafter as the “Company”) recognises its responsibilities in relation to the collection, holding, processing, use and/or 
transfer of personal data under the Personal Data (Privacy) Ordinance (Cap. 486) (“PDPO”). Personal data will be collected only for lawful and relevant purposes and all practicable steps 
will be taken to ensure that personal data held by the Company is accurate. The Company will take all practicable steps to ensure security of the personal data and to avoid 
unauthorised or accidental access, erasure or other use. 

( Ttwf > ssfisa «*a*« < ) ««» ( 486 ») < ) **, as, / i&nmsA'M'm *'awhi 

, sift 

Please note that if you do not provide us with your personal data, we may not be able to provide the information, products or services you need or process your request. 

Mia* , 

Purpose: From time to time it is necessary for the Company to collect your personal data which may be used, stored, processed, transferred, disclosed or shared by us for purposes 
(“Purposes”), including: 

g ft : ( “WBSiffT ) #flt, AS. : 

1. offering, providing and marketing to you the products/services of the Company, other companies of the AXA Group (“our affiliates”) or our business partners, and administering, 
maintaining, managing and operating such products/services; 

isiBBT*^ mm w^”) / m , a&ma. m#. / m ; 

2. processing and evaluating any applications or requests made by you for products/services offered by the Company and our affiliates; 

3. providing subsequent services to you, including but not limited to administering the policies issued; 

4. any purposes in connection with any claims made by or against or otherwise involving you in respect of any products/services provided by the Company and/or our affiliates, 
including investigation of claims; 

5. evaluating your financial needs; 

6. designing products/services for customers; 

/ mm ; § 

7. conducting market research for statistical or other purposes; 2 

Mm-t'&nib g wait ; £ 

8. matching any data held which relates to you from time to time for any of the purposes listed herein; g 
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9. making disclosure as required by any applicable law, rules, regulations, codes of practice or guidelines or to assist in law enforcement purposes, investigations by police or other 
government or regulatory authorities in Hong Kong or elsewhere; 

10. conducting identity and/or credit checks and/or debt collection; 

1 / sMJ*£i|fe ; 

11. complying with the laws of any applicable jurisdiction; 

12. carrying out other services in connection with the operation of the Company’s business; and 

13. other purposes directly relating to any of the above. 

Transfer of personal data: Personal data will be kept confidential but, subject to the provisions of any applicable law, may be provided to: 

mxifflton ® : u^t , « mm ■. 

1. any of our affiliates, any person associated with the Company, any reinsurance company, claims investigation company, your broker, industry association or federation, fund 
management company or financial institution in Hong Kong or elsewhere and in this regard you consent to the transfer of your data outside of Hong Kong; 

n xttxaswx, , 

2. any person (including private investigators) in connection with any claims made by or against or otherwise involving you in respect of any products/services provided by the 
Company and/or our affiliates; 

3. any agent, contractor or third party who provides administrative, technology or other services to the Company and/or our affiliates in Hong Kong or elsewhere and who has a duty of 
confidentiality to the same; 

4. credit reference agencies or, in the event of default, debt collection agencies; 

mxtttiMta ( ftwmjtefcaiKWiiifcT ) ■ 

5. any actual or proposed assignee, transferee, participant or sub-participant of our rights or business; and 

6. any government department or other appropriate governmental or regulatory authority in Hong Kong or elsewhere. 

Transfer of your personal data will only be made for one or more of the Purposes specified above. 

Access and correction of personal data: Under the PDPO, you have the right to ascertain whether the Company holds your personal data, to obtain a copy of the data, and to correct any 
data that is inaccurate. You may also request the Company to inform you of the type of personal data held by it. 

A*«MSi<, 

Requests for access and correction or for information regarding policies and practices and kinds of data held by the Company should be addressed in writing to: 

Data Privacy Officer 419 

AXA China Region Insurance Company Limited 

Employee Benefits - Unit 2201 - 2206, 22/F., Manhattan Place, 23 Wang Tai Road, Kowloon Bay, Kowloon, Hong Kong 

23 m 22 m 2201 - 2206 x 

A reasonable fee may be charged to offset the Company’s administrative and actual costs incurred in complying with your data access requests. 


DECLARATION AND AUTHORISATION STOMPS 

I HEREBY DECLARE AND AGREE on behalf of myself and the Patient referred to in this claim form (“Relevant Persons”) that all statements and answers to all questions whether or not 
written by my own hand are to the best of my knowledge and belief complete and true. 

( “* sraA ±” ) , wl*x 

I HEREBY AUTHORISE on behalf of the Patient (1) any employer, medical practitioner, hospital, clinic, insurance company, bank, government institution, or other organisation, institution 
or person, that has any records or knowledge of the Patient and/or who has attended or may hereafter attend to the Patient to disclose such information to AXA China Region Insurance 
Company Limited (“the Company”); (2) the Company or any of its appointed medical examiners or laboratories to perform the necessary medical assessments and tests to evaluate the 
health status of the Patient in relation to this claim. This authorisation shall bind the successors of the Patient and remains valid notwithstanding death or incapacity. A photocopy of this 
authorisation shall be as valid as the original. 

i»HB, UK, »FJt, fifis/AD, iSff, «#^A±. 

( -haw > ; < 2 > 

If the Relevant Persons fail to provide any information requested in this claim form, it may result in the Company’s inability to process and deal with this claim. 

l/We ACKNOWLEDGE AND CONFIRM that l/we have read and understood the Personal Information Collection Statement (“PICS”). I/We confirm that l/we have been advised to read 
carefully the PICS, and l/we have read it carefully its effect and impact in respect of my/our personal data collected or held by the Company (whether contained in this application or 
otherwise). Based on the foregoing, l/we hereby give my/our acknowledgement and agree to the use and transfer of my/our personal data by the Company in accordance with the PICS. 

*a / < msm - ) . *a / ««b*a / »ffle«*»*A / mmmmwmmmn , m*a / afHBpasaiiKKBBs 

) . «a^±F/fa? , *a / / 

sm«A*«o 

I DECLARE AND AGREE that I have the full authority from and consent of the Patient to make the declarations, agreements and authorisations in this claim form. 


Patient’s Signature (Aged 18 or above) Employee’s Signature Date 

(+A SSsEJsLt) Bffl 

In case of discrepancies between the English and Chinese versions, the English version shall prevail. 0 
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Part II - To Be Completed by the Attending Physician/Surgeon at the Claimant’s Own Expenses 

z,ss- *£»■£** ’ mmm&mmx mmm ° 


Patient Name (in full) jplA^fe^S {ik%Y 

Date of Admission ABtcBH (DD B/MM ^/YY^) Date of Discharge Hi^B^ (DD g/MM £|/YY^) 

Name of Hospital 

Level of hospital ward LI Private Sllfjf LI Semi-private M LI Ward Q Clinical Surgery 

1. Clinical History 

a) Date on which the patient first consulted you related to this illness / injury B£/] (DD B/MM ^/YY j£) 

b) Symptom(s)/ complaint(s) of the patient relating to this hospitalisation / treatment / investigation 


c) How long had the patient been experiencing these symptoms before the first consultation? jj^Afelif^^l#BUB,#^ltbjjEj$#A? 

2. Hospitalisation Details f± IScPtil: 

a) Final Diagnosis Date of Operation ^filijBIJ] (DD B/MM ^/YY 

b) Operation procedure(s) performed ^$j Eft^Biffi 

c) If the patient has consulted other physician during this hospitalisation, please provide the following 

Name of physician consulted Reason 

What treatment had the physician performed 

d) Please give a brief discharge summary (including onset and duration of signs and symptoms/disease, etiology, types and results of major examinations, treatments, complications 

and follow up plan) ' mm ' ' fem - imm&mmm) 


e) Please provide reason(s) for hospitalisation if this type of cases can be managed on day care / out-patient basis. 

mkxmmz&amim/mpjjftmwm • mmmmmm ° 


3. Professional Comment MMMM,- 

a) In your opinion, was the patient hospitalised as a result of recurrent episode or a chronic illness or related to a previous complaint / diagnosis. 
If "yes", please provide date of the first episode and details. 

smtem • u m n • ° 


b) Was the condition due to or associated with the following?(Please tick the appropriate boxes) 0 ) 

LI Accidental bodily injury LI Pregnancy tff^ 

LI Self-inflicted injury H Scfllll LI Infertility or sterilization iWsS&SIf 

LI Abuse of drugs or alcohol LI Contraception 

LI Mental disorder fiijif^lL LI Treatment for cosmetic purpose lft/p£i 

LI Refractive error LI Vaccination jUBf j£ffi 

LI Venereal disease , sexually transmitted disease or AIDS / HIV related illness t-fcfpf ’ 

4. Others 

a) If the patient was referred by another doctor, please provide the referring doctor's name and address. $Pj^AEi3^fti2iIiii:fi' ’ ° 


□ Congenital condition 

□ Developmental condition f^HTnW 

□ Hereditary condition 

□ General check-up — jjfc 


b) Are you the patient's usual physician? STiiSl^^Al^tl^ili? LI Yes ^ D No ^ 

I hereby certify that all information given above is accurate and true to the best of my knowledge. ^A^ltbiH:^ ’ jpl^AF/r^P. ° 


Signature and chop of attending physician/Surgeon ig 


Address and Telephone No. ifeiitS ItsSHfii 


Name of attending physician/Surgeon & qualifications Date BII (DDB/MM^/YY^) 

Part II of this claim form is endorsed by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers. 


AXA China Region insurance Company Limited 
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Submission of In/Out-patient Claim Form to AXA (for NRP & Term Staff) 

M : & H ^ ^ [ Please affix this sheet on top of a sealed envelope] 

To: AXA China Region Insurance Co. Ltd. [M fE Jtt M & fit & {0 -t ] 


m- xtsmmn 

Via : Human Resources Division [18/F, VTC Tower, 27 Wood Road, Wan Chai, HK] 


ES From : 

fll it H X Staff Name: 
f|p m IS Contact Tel No. : 
0 S3 Date : 



